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C 000 INITIAL COMMENTS C 000

 This visit was for a Federal recertification survey.

Facility Number:  005097

Survey Date:  07/28/14 through 07/29/2014

Surveyors:

ReBecca Lair, LCSW

Medical Surveyor

Jacqueline Brown, RN 

Public Health Nurse Surveyor

Lynnette Smith

Medical Surveyor

Community Hospital of Bremen is in compliance 

with 42 CFR 485.608 through 485.643, 

Regulations for Critical Access Hospitals.

QA:  claughlin 08/07/14
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